A t 8.52 a.m. on 8 October 2005 an earthquake measuring 7.6 on the Richter scale struck the northern part of Pakistan and devastated large areas of North West Frontier Province and Azad Kashmir. Almost 90 000 people died and many thousands were reported missing. Half the dead were estimated to be children, killed in their classrooms. Some 3.5 million people were rendered homeless. The mountainous terrain made relief work a logistical nightmare.
Mental health issues in disasters
According to the World Health Organization (WHO), 3-4% of survivors are affected by severe mental disorders (psychosis, severe depression or anxiety), and up to 15% can be expected to suffer from mild to moderate mental disorders (Ashraf, 2005) . In the context of Pakistan after the earthquake, this would mean between 120 000 and 160 000 in need of treatment for severe mental disorders and up to 600 000 for mild to moderate disorders. It was obvious that mental health services as they existed were grossly inadequate to deal with the scale of the disaster.
Why are mental health services so inadequate in Pakistan?
Pakistan is a country with huge contradictions. On the one hand, it is the sixth most populous country in the world (its population is approximately 150 million), one of the largest Muslim countries and a nuclear power. On the other hand, more than a third of its people live below the poverty line, the literacy rate is around 35% and its national health indicators make sorry reading. As in many other developing countries (Dyer, 2006) , corruption has been one of the major impediments to progress. The lack of transparency and accountability coupled with poor governance has led to high failure rates for health initiatives in Pakistan.
Mental health services are poorly developed. Health spending is a pitiable 0.5-1% of gross national product. Mental health does not have a separate budget but is believed to account for 1% of the health budget. There is about 1 psychiatrist to 0.5-1 million of the population, but the distribution is unequal, as most psychiatrists are in large urban centres, while more than 70% of the population live in rural areas.
Government primary health services and the few psychiatric facilities are poorly organised and resourced and are accessed only by the very poor. Most healthcare is out-of-pocket expenditure, with the private sector contributing 77-90% nationally. On the other hand, community-based prevalence studies give very high figures for common mental disorders, with an estimated 25-66% of women and 10-40% of men suffering from them (Mumford et al, 2000) .
Psychiatry and behavioural sciences are neither taught nor examined as a separate subject on the undergraduate medical curriculum in most medical colleges in Pakistan. Most graduating doctors, therefore, have little exposure to mental health issues.
Programmes galore
After the earthquake, many different psychological programmes were launched by a variety of organisations. Even the computer giant IBM, in collaboration with the Ministry of Social and Population Welfare, flew in two experts from the USA to conduct trauma management workshops. While all these organisations were well intentioned, there was little coordination between them. Some programmes focused only post-traumatic stress disorder (PTSD), and others focused on generic counselling skills. Almost all the programmes had separate training manuals and teaching materials. The target audience was not clearly identified. In many cases the same people ended up in various workshops without any clear idea of how or where they were going to use their newly acquired skills. Some participants were in administrative positions and had very little contact with survivors, and were unlikely to do so.
The lack of coordination led to inevitable confusion. How were the trainees to be deployed? Who would supervise them? How long should the psychosocial intervention continue? Should this be a voluntary or paid activity? Should people coming from abroad be allowed access to the survivors? How could vulnerable survivors be protected from well meaning but insensitive professionals? Were the so-called foreign experts aware of and sensitive to the sociocultural and religious values of the survivors?
There were also questions regarding the ethics of conducting research on disaster survivors. How could it be ensured that survivors were not used as research guinea pigs? Who would ensure their consent would not be obtained under duress or in compromised circumstances? How could it be ensured that research is not linked to aid? Were there any ethics review committees to vet these projects?
Many of the problems existed because there was no clear psychiatric leadership in the country. The Pakistan Psychiatric Society, the country's main body of psychiatrists, which should and could have played a pivotal role in mental health activities following the earthquake, was marginalised (Dawn, 2005) .
What can be done? Looking beyond the disaster: investing in health systems
It is imperative not to focus on short-term psychosocial relief programmes for survivors, as many organisations and individuals have done, but to look beyond the disaster. One-off programmes should be strongly discouraged. They are extremely expensive, are a waste of valuable resources and do not address the underlying mental health issues of the population. Without any proper mechanism for supervision and monitoring, they are virtually useless. Similarly, psychological debriefing as an early intervention after trauma is likely to be ineffective and some evidence suggests that some forms may actually be counterproductive, by slowing natural recovery (van Emmerik et al, 2002) .
Instead, there is a need to establish long-term, sustainable and culturally relevant health systems, with a primary care/public health approach, of which mental health is an integral part (van Ommeren et al, 2005) . The advantage of this would be its greater acceptability than any stand-alone mental health programme. The establishment of primary care facilities in the affected areas is necessary, as is mental health training for primary care physicians and nurses, followed by supervision and monitoring of their acquired skills. The training of primary care professionals should include the recognition and management of mental disorders using both pharmacological and non-pharmacological approaches. Use of counselling (Ali et al, 2003 ) and a cognitive-behavioural model for patients with medically unexplained symptoms (Sumathipala et al, 2000) are just two examples of the latter. The critical issues here again are post-training supervision and monitoring.
Need for national coordination
There is an urgent need for national coordination of all relief work related to mental health. At the moment there is very little, and organisations have pursued their own programmes. In many cases there has been duplication of work while some areas are without any mental health input. Efforts should be made to standardise training through manuals and 'master' trainers, to ensure a uniform level of training.
Programmes anchored in integrity
Although the need for psychosocial interventions is increasingly recognised, it is imperative that professionals work in a concerted manner. The Pakistan Psychiatric Society can take on the important role of bringing together all mental health professionals. This will be possible only if there is a new approach, based on principles of integrity, honesty, fairness, competence and professionalism. All office holders of the Society should be elected by a democratic and transparent process. The Society should aim to become the authoritative voice of psychiatry in Pakistan.
It is vital that any mental health programme that is developed and adopted is strongly anchored in integrity. There must be complete transparency and full accountability of all processes and individuals involved in programmes, so that pilferage, fraud and cheating, endemic in many respects in Pakistan, are neutralised.
Expatriate Pakistani mental health professionals
Following the disaster, many expatriate Pakistani mental health professionals offered their time, money and expertise for psychosocial relief work. While some groups were well organised, others were not, and many had little idea how their expertise could be best used. The most cost-effective use of their time and expertise would be in the area of training of local health professionals, capacity-building and strengthening of local health systems. This, rather than the one-off PTSD or counselling skills programmes, which are neither needed nor sustainable in the long term, would ensure the best 'returns' on their investment. It is imperative that expatriate professionals interact with credible institutions and individuals in Pakistan and commit themselves to raising the standard of psychiatry in the country in the long term.
Facing the challenges
Today, Pakistani psychiatry stands at the crossroads. The challenges facing it, following the disaster, are enormous. Paradoxically, the tragedy has also given wide publicity to the importance of psychology and psychiatry as they relate to health and well-being.
Mental health professionals in Pakistan must seize the opportunity and use the influx of resources and There were also questions regarding the ethics of conducting research on disaster survivors. How could it be ensured that survivors were not used as research guinea pigs?
The Pakistan Psychiatric Society, the country's main body of psychiatrists, which should and could have played a pivotal role in mental health activities following the earthquake, was marginalised.
raised awareness to establish mental health systems for the long term.
